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Abstract 
The term, ‘head and neck cancer’ is commonly used for many uncommon and infrequent types of cancer for which 
anatomical lesions generally arise in oral cavity (lip, gum and tongue having ICD 10 codes C00-06) Salivary glands 
(C07-C08) Throat (pharynx C09-C14), Larynx (C32), nasal cavity and Paranasal sinuses (C31-C31). Cancer of 
salivary glands, sarcomas and lymphomas are less frequent types of head and neck cancers. SCCHN accounts about 
4% of all types of malignancies. Globally, it ranks 6th but in Pakistan it is 2nd most common malignancy. Complete 
head and neck examination, biopsy, chest imaging, Computed tomography (CT), Positron emission tomography-
computed tomography (PET-CT) are most commonly used diagnostic tools for evaluation of head and neck 
carcinoma. Different treatment options for the management of Head and neck cancer are surgery, radiotherapy, 
chemotherapy and combination of these curative therapies. Radiotherapy of head and neck cancer produces oral 
complications by causing serious injuries to the salivary glands, mucosa of oral cavity and taste buds. This review 
briefly explain the types of head and neck cancer, its aetiology, staging, incidence rate in Pakistan and various 
treatment options as well. 

 
Keywords: Head and neck carcinoma, oral cancer, salivary gland cancer, cancer of Nasal cavity and paranasal 
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1. Introduction  

Head and neck cancer is characterized by diverse group 
of malignant tumors that can develop in or all-around 
the throat, mouth, nose and sinuses [1, 2]. Head and 
neck cancer may collectively termed as malignant 
tumors of diverse range that can arise mainly from the 
surface layers of upper aerodigestive tract (UADT). 
Upper aerodigestive tract is comprised of mouth, 
larynx, pharynx and nasopharynx [3, 4]. Squamous cell 
carcinomas encompasses over 90% of all head and neck 
cancer because of the involvement of mucus linings of 
UADT[5, 6]. Squamous cell carcinoma is characterized 
by malignant neoplasm of squamous epithelium with 
marked differentiation and predisposition to primitive 
and widespread lymph nodal metastases [7]. Cancer of 
different types of salivary glands can also begin in head 

and neck cancers but this category of head and neck 
cancer is comparatively infrequent[8]. According to 
report of AIHW 2014, head and neck cancers are 
classified into  5 different cancer groups (Oral cavity, 
Salivary glands, Pharynx,  Nasal cavity and paranasal 
sinus, Larynx).This classification is dependent on the 
site in which these cancers begin (see figure 1)[9, 10]. 
 According to the International Classification 
of Diseases (ICD-10), 5 head and neck cancer groups 
are further categorized in to 18 different cancer sites. 
Sometime, Cancer of ill defined sites (in the lip, oral 
cavity and pharynx) is included in 6th group of head and 
neck cancer (see table 1)[11, 12] So, it is common that 
at a time,  patient  may experience multiple  type of 
cancers in the various regions of head and neck. 
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Fig.1: Head and Neck Cancer Region 

Table 1: Head and neck cancer sites 

5 head and 
neck cancer 

groups 

18 different head and neck cancer sites ICD-10 
code 

ICD-9 
code 

Oral cavity 1. Malignant neoplasm of lip C00 140 
2. Malignant neoplasm of base of tongue C01 141.0 
3. Malignant neoplasm of other and unspecified parts of tongue   C02 

 
141.1-141.9 

 
4. Malignant neoplasm of gum   C03 143 
5. Malignant neoplasm of floor of mouth C04 144 
6. Malignant neoplasm of palate 

 
C05 

 
145.2, 145.3, 

145.5 
7. Malignant neoplasm of other and unspecified parts of mouth C06 

 
145.0, 145.1, 

145.4, 
145.6–145.9 

Salivary 
glands 

8. Malignant neoplasm of parotid gland C07 142.0 
9. Malignant neoplasm of other and unspecified major salivary 

glands 
C08 142.1–142.9 

Pharynx 10. Malignant neoplasm of tonsil C09 146.0 
11. Malignant neoplasm of oropharynx C10 146.1–146.9 
12. Malignant neoplasm of nasopharynx C11 147 
13. Malignant neoplasm of piriform sinus  C12 148.1 

14. Malignant neoplasm of hypopharynx C13 148.0, 

15. Other and ill-defined sites in lip, oral cavity and pharynx C14 148.2–148.9 
149 

Nasal cavity 
and paranasal 
sinus 

16. Malignant neoplasm of nasal cavity and middle ear  
17. Malignant neoplasm of accessory sinuses  

C30 
C31 

 

160 
 

Larynx 18. Malignant neoplasm of larynx C32 161 
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Worldwide, HNSCC is 6th most frequent diagnosed 
cancer [13, 14]and its proportion is much higher in 
males as compared to females with ratio of 2:1[15, 16]. 

In Australia, from 1982 to 2009, number of 
newly diagnosed cases of HNSCC and number of 
deaths due to head and neck cancer rose from 2,475 to 
3,896 and 752 to 944 respectively[17]. For 
nasopharyngeal cancer, maximum rate of incidence has 
been reported in south-eastern Asia[18, 19]. In Canada 
head and neck cancers account for 5% of all cancers 
and from which 85% represents squamous cell 
carcinoma of oral cavity[20-22]. From recent studies, it 
has been reported that squamous cell carcinoma of oral 
cavity is most common in the mainland china, India and 
Taiwan [15]. According to the cancer registry report of 
Shaukat Khanum Memorial Hospital and research 
centre, head and neck cancer is 2nd most common 
malignant tumor in Pakistan [23]. 

Radiotherapy (RT) in combination with chemotherapy 
can be used either as an initial curative modality, as 
adjuvant therapy along with surgical resection or as 
palliative treatment. Course of head and neck treatment 
is dependent on the site as well as stage of tumor [24].  
Despite of having clinical response, radiation therapy 
produces tissue alteration that may have stringent effect 
on health status of patients[25]. These oral 
complications are clinically characterized by mucositis 
in the oral cavity,fibrosis of soft tissues, 
osteoradionecrosis, dental caries, accelerated 
periodontal disease, loss of taste, oral infection, trismus, 
radiation dermatitis and xerostomia[26].  

2. Types of head and neck cancer 
Five different and uncommon types of cancer 
associated with head and neck are cancer of oral cavity, 
pharynx, nasal cavity, larynx and paranasal sinuses 

[27].  
 
2.1 Oral cancer 
Oral cancer is one of the subtypes of head and neck 
cancer that originates from the squamous epithelium of 
oral cavity .Cancer of oral cavity arises from the mouth. 
These are of various types such as squamous cell 
carcinoma (in-situ carcinoma/invasive SCC), Verrucous 
carcinoma and carcinoma of minor salivary glands 
(adenoid cystic carcinoma, mucoepidermoid carcinoma, 
and polymorphous low-grade adenocarcinoma) [28]. 
Oral cancer is most commonly appearing in adults and 

elderly people. It has been revealed from recent studies 
that this group of head and neck cancer is also reported 
in children with alarming number[29-31].Squamous 
cell carcinoma of oral cavity (OSCC) accounts for 80-
90% of all HNCs[32]and is accountable for nearly 
130,000 deaths every year[11]. In unurbanized 
countries, oral squamous cell carcinoma occupies 3rd 
rank among other frequent diagnosed cancers [33]. 
Globally, it is 8th most commonly occurring malignancy 
among males and 14th in females[34-36]. In Pakistan, it 
ranks 2nd most common malignancy among other 
cancers in both genders[18, 37].In Karachi, highest 
incidence rate has been recorded for OSCC followed by 
Jamshoro, Multan and Peshawar[38, 39]. From the 
previous studies, age standardized rates has been 
estimated for oral cancer (table 2) [40]. 

 
Table 2: ASR rate for both males and females 

 
Age standardized rate( 

ASR ) 

For 
males 

For 
females 

13.8 14.1 
 
Clinically, cancer of oral cavity can be classified in to 
3 main categories; carcinoma appear in the oral 
cavity proper, lip vermilion carcinoma, carcinoma of 
oropharynx[41] that are either of epithelial, 
mesenchymal or haematolymphoid type [42]. Oral 
cancer with higher incidence rate has reported in 
population of India, Pakistan and Bangladesh [43, 
44].  
The most important predisposing risk factors for oral 
cancer are cigarette smoking, consumption of 
alcohol, drug abuse, poor socioeconomic status, 
malnutrition, use of betel nut, Niswar, chewable 
tobacco, poor oral hygiene, human papilloma virus 
and genetic factors(mutation of gene P53 and somatic 
mutation) [45, 46].Modification of tumor suppressor 
gene occurs at the position of short arm of 
chromosome number 17 lead toward the deregulation 
of cell cycle[47]. For squamous cell carcinoma, 
prevalence of tumor suppressor gene P53 in SCC of 
head and neck varies between 30-70%[48]. In one of 
the recent, it has been established that somatic 
mutation is frequently associated with alterations in 
the following pathways such as epidermal  growth  
factor  receptor  (EGFR) signaling pathway, 
transforming  growth  factor-β (TGFβ)  pathway and 
the PI3K–PTEN–AKT pathway[49]. 
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2.2 Larynx cancer 
This is the cancer of voice box (larynx) that 
comprising of vocal cords. Majority of laryngeal 
cancer are SCC that usually start in the form of 
dysplasia. Other less frequent types of larynx cancers 
are Minor salivary gland cancers, Sarcomas 
(chondrosarcomas), melanomas[50]. Laryngeal 
cancer is the 2nd most frequently diagnosed cancer of 
all head and neck cancer. Its rank is 14th for males 
with better survival rates among other cancers. In this 
cancer, glotiss is the main area that is affected to a 
large extent [51]. Most common signs or symptoms 
associated with larynx are dysphagia, soreness 
feeling in the throat, persistent pain in ear, complain 
of constant coughing and abnormal mass in the 
neck[51]. 
 
2.3 Throat cancer 
Throat cancer is usually referred to as pharynx 
carcinoma (cancer of pharynx). Depending on site of 
origination, it can be of three types ( nasopharynx, 
hypopharynx and oropharynx)[52]. Throat (pharynx) 
cancer is less frequent group of head and neck 
cancers that mainly affect oropharynx, nasopharynx 
and hypopharynx . About 90 percent of throat cancer 
are SCC.  Verrucous  carcinomas represent only 5 % 

of throat cancer.  
 
2.4 Cancer of Salivary gland 

Simply it is a cancer of saliva making glands. 
Salivary gland cancer is a heterogeneous group of 
disease that can start in any of the salivary gland 
(parotid, submandibular and sublingual). These 
cancers are usually named according to the  type of 
cells involved in their malignancies. Most commonly 
diagnosed cancer of salivary gland is mucoeidermoid 
carcinoma of parotid gland. Other less common  
cancers are Adenoid cystic carcinoma, 
Adenocarcinomas (Acinic cell carcinoma, 
Polymorphous low-grade adenocarcinoma (PLGA), 
Adenocarcinoma, not otherwise specified)[53]. 

 
2.5 Cancer of nasal cavity and paranasal sinuses 
Cancer of paranasal sinuses represents approximately 
0.3% of all cancers [54]. Adenocarcinoma of 
paranasal sinuses is less common neoplasm [55] that 
mainly arise in keratinizing surface epithelium of 
upper respiratory tract [56]. Squamous cell is major 
type of cell responsible for these cancers. 
Approximately 10-15% tumors of nasal cavity are 
represented by minor salivary gland cancer, about 
<1% neoplasm by melanoma (malignant) and 5 
percent cases by malignant lymphomas [57, 58]. 
Other rare cancer of this group are 
Esthesioneuroepithelioma, Chondrosarcoma, 
osteosarcoma, Ewing sarcoma, and most soft tissue 
sarcomas, Inverting papilloma and Midline 
granuloma[59]

3. Risk factors for head and neck cancer 
It is evident from previous epidemiological studies 
that some important factors which have propensity to 
enhance the risk for head and neck cancer are 
smoking (cigreete, cigar)[69, 70]; abuse of 
alcohol[70], Marijuana[71]; chewing of 
tobacco[70];large intake of betal quid[72]; extreme 
sun exposure[73]; excessive consumption of salted 
fish, highly spiced and preserved food[74]; hereditary 
inclination and family history[75]; lack of physical 
activities; overweight[76]; ingestion of fruit and 
vegetables in very low quantity[77]; exposure to 
industrial and environmental carcinogens[78]; human 
papillomavirus (specifically HPV-16 and HPV-
18)[79], Epstein–Barr virus and 
Cytomegalovirus[80]; anemia in combination with 
difficulty in swallowing [81]; 

immunosuppression[82]; and  life threatening 
condition (AIDS)[83]. 

4. Incidence of head and neck cancer in Pakistan 

According to the annual cancer registry report of 
SKMCH(2013)the following number of cases of 
cancer of the head and neck cancer were 
histologically diagnosed in Pakistan during 
2013(from jan-december)[84]: 

Total number of cases Male Female 
233 145 88 

 
The frequency of histological diagnosed cases of cancer 
of the head and neck cancer in 2013 was as follows 
(annual cancer registry report of SKMCH-2013)[84]: 
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Table 3: Symptoms associated with different types of head and neck cancer 

Major sites affected by head and 
neck cancer 

Symptoms References 

Oral cancer 
Buccal mucosa 
Retromolar triangle 
Alveolus 
Gingival 
Hard palate 
Anterior 2/3rd of tongue 
Floor of mouth 
Mucosal surface of lip 

Appearance of lump in the mouth/neck, Crimson red or 
colorless patches on the tongue /gums ,Abnormal 
bleeding /persistent feeling of soreness in the mouth, 
Numbness of tongue, Tooth ache, Trouble in chewing, 
swallowing and in movements of jaw. 

[60-62] 

Cancer of larynx 
Supraglottis 
Glottis 
Subglottis 

Persistent bad throat, constant coughing, painful  
swallowing and breathing, ear pain, weight loss, 
appearance of lump in the neck 

[63, 64] 

Throat/pharynx cancer 
i) Hypopharynx (Postcricoid area 
Pyriform sinus, Posterior 
pharyngeal wall) 
ii)Oraopharynx(Base of tongue, 
Tonsil, Soft palate) 
iii) Nasopharynx (upper part of the 
throat (pharynx) that is positioned at 
the back of nose) 

Profound weight loss ,persistent bad breath 
,tiredness,chronic sore throat/ coughing lead to hoarse 
voice, A lump or sore that become worsen, leukoplakia, 
Loss of appetite, erythroplakia ,Difficulty chewing, 
swallowing, or moving the jaw or tongue, blood stained 
mucus or sputum, persistent blocked nose, swollen 
lymph nodes in the neck.    

[65] 

Cancer salivary glands 
Parotid gland 
Submandibular  
Sublingual glands 
And some minor salivary glands 

Abnormal mass growth  in your mouth, cheek, jaw, or 
neck, soreness in your mouth, cheek, jaw, ear, or neck 
that does not go away , one side of facial muscle become 
fragile, lack of sensation in part of your face, drainage of 
fluid from the ear, difficulty in swallowing and chewing. 

[66, 67] 

Cancer of nasal cavity and paranasal sinuses 
Maxillary sinuses 
Ethmoid sinuses 
Frontal and Sphenoid sinuses 

Feeling of nasal congestion, Pain above or beneath the 
eyes ,obstruction in one side of the nose, Post-nasal drip, 
bleeding from the nose, drainage of pus from the nose, 
Decreased sense of smell, persistent watery eyes  
,stuffed eyes, loss or weakness of eyesight, slackening of 
teeth, ear ache, lump on the face/in the nose, difficulty in 
the  opening of the mouth. 

[68] 

 
Table 4: Distribution of primary malignant sites of head and neck cancer 2013 

No.of 
patient
s 
diagno
sed 

Oral cavity cancer Cancer 
of 
salivary 
glands 

Throat cancer Cancer of 
nasal cavity 
and paranasal 
sinuses 

Laryn
x 

Lip Ton
gue 

Gum  Floor and 
other parts  
of mouth 

Tonsil 
and 
orophary
nx 

Naso-
pharyn
x 

Pyriform 
sinus & 
hypopharyn
x 

Nasal 
cavity,middle 
ear and 
acc.sinuses 

Female 5 33 7 22 22 2 17 22 10 4 

Male  6 43 38 35 23 5 34 23 14 62 
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Fig.2: Part wise analysis 

 
It has been demonstrated from the annual cancer registry report of SKMCH that after breast cancer, Head and 
neck is 2nd most commonly diagnosed cancer in Pakistan. From the year 1994-3013, total estimated cases of head 
and neck cancer in adults were 3531,with distribution of  1336, 2195 in females and  males respectively(table 
5)[84]. 

Table 5: Total estimated cases of head and neck cancer in adults, From the year 1994-3013 
No.of 
patient
s 
diagno
sed 

Oral cavity cancer Cance
r of 
salivar
y 
glands 

Throat cancer Cancer of 
nasal cavity 
and paranasal 
sinuses 

Laryn
x 

Lip Ton
gue 

Gum  Floor and 
other parts  
of mouth 

Tonsil 
and 
orophary
nx 

Naso-
pharyn
x 

Pyriform 
sinus & 
hypopharyn
x 

Nasal 
cavity,middle 
ear and 
acc.sinuses 

Female 42 501 208 418 186 37 147 279 150 97 

Male  116 776 430 673 227 63 423 332 234 861 

 

Fig.3: 1994-2003 Data 
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Fig..3: 1994-2003 female patient data 
5. Diagnosis of head and neck cancer 
Depending on the symptoms, head and neck cancer is most commonly diagnosed by complete examination of 
head and neck, tissue sampling (biopsy) and some imaging tests. (Table 6) 

 
Figure 5: Head and neck cancer diagnostic method  

Table 6: Tests used in the diagnosis of head and neck 

Tests References 
1.Taking medical history of patient [85] 
2.Physical examination [86] 
3.Complete head and neck exam 

i. Indirect pharyngoscopy and laryngoscopy 
ii. Direct (flexible) pharyngoscopy and laryngoscopy 
iii. Panendoscopy 

[87] 

4.Biopsy 
i. Exfoliative cytology 
ii. Incisional and excisional biopsies 
iii. Endoscopic biopsy 
iv. Open (surgical) biopsy 
v. Fine needle aspiration (FNA) biopsy 
vi. Lab tests of biopsy samples (HPV testing) 

[88, 89] 

5.Imaging tests 
i. Chest x-ray 
ii. Computed tomography (CT) 
iii. Magnetic resonance imaging (MRI) 
iv. Positron emission tomography (PET) 

[90] 

6.Barium swallow [91] 
7.Other tests  (Blood tests ) [92] 
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6. Staging of head and neck cancer 
 
The term TNM (Tumor, node, metastasis) was first 
time described by Pierre Denoix in the decade of 
1940[61]. It is referred to as anatomic system of 
staging through which clinician are able to classify 
the head and neck tumor’s site in a particular way 
that provide assistance in measurement of level of 
disease status, diagnosis and management. This . 

 
 
staging system uses all the information based on 
clinical perspective gathered from complete physical 
examination, radiographic, intraoperative and 
pathological findings, and gives detail about the size 
of primary tumor(anatomic extent), regional lymph 
nodal involvement and also distant metastasis as 
well[93]. 

T Distinct features of tumor at its site of origin(magnitude and location) 
N The extent of participation of regional lymph node 
M The absence or presence of distant metastases 

 
Table 7: Staging of head and neck cancer according to the AMERICAN JOINT COMMITTEE ON 

CANCER (AJCC) [[94] 

 
TNM staging system for head and neck cancer 
Tumor staging 
Tx Primary tumor cannot be assessed 
T0 There is no evidence of primary tumor 
Tis Carcinoma is in situ 
T1 tumor is <=2cm in greatest dimension 
T2 Tumor is > 2 cm but  < 4 cm 
T3 tumor>4cm 
T4 invading of the tumor in nearby structures for example cortical bone, deep muscle tongue, maxillary sinus, 

skin 
Lymph nodes staging /N Staging  

Nx Regional lymph nodes cannot be assessed 
N0 No regional lymph node metastasis 
N1 Metastasis in a single ipsilateral lymph node, 3 cm or less in greatest dimension 
N2 N2a:Metastasis in a single ipsilateral lymph node(>3cm but <=6cm), 

N2b: Metastasis in multiple ipsilateral lymph node (none >6cm),  
N2c: Metastasis in bilateral or contralateral lymph nodes(none >6cm). 

N3 Metastasis to a lymph node >6cm 
Metastasis (M-staging)  
Mx Distant metastasis cannot be assessed 
M0 No distant metastasis 
M1 Distant metastasis 
 
7. Treatment of head and neck cancer 
It is the combine effort of specialist health professionals (ENT specialist, surgeons, dentists, prosthodontist) and 
associated health professionals(medical oncologists, radiation oncologists, reconstructive surgeon , ophthalmologist, 
psychologist and Counselor,  gastroenterologist, dietitians, audiologist, speech therapist and physiotherapists) to 
decide the treatment for head and neck cancer patients. Different assessment tests assist the doctors to make a 
decision on the stage of HNC. On the basis of site and extent of tumor, different treatment tecchniques are available 
such as surgery, radiotherapy, chemotherapy and concomitant use of these therapies. 
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Table 8: Different treatment options for head and neck cancers 
Treatment Description References 
Surgery  For oral cancer: Tumor resection, Mohs micrographic surgery,  glossectomy, 

mandibulotomy, mandibulectomy, maxillectomy, transoral primary tumour 
resection, Neck dissection, Reconstructive surgery, Gastrostomy tube, 
percutaneous endoscopic gastrostomy. 

[95, 96] 

For cancer nasal cavity and paranasal sinuses: wide local excision, medial 
maxillectomy, external  ethmoidectomy, maxillectomy, craniofacial resection, 
Endoscopic surgery, neck dissection.,  

[97, 98] 

For salivary glands cancer: superficial parotidectomy, total parotidectomy, 
Submandibular or sublingual gland surgery, Minor salivary gland surgery . 

[99] 

For larynx cancer: Vocal cord stripping, Laser surgery, Cordectomy, 
Laryngectomy (Partial laryngectomy, Total laryngectomy). 

[100] 

Pharynx cancer: Total or partial pharyngectomy, Reconstructive surgery 
(Myocutaneous flaps, Free flaps), neck dissection, Tracheostomy/tracheotomy, 
Gastrostomy tube. 

[101, 102] 

Radiotherapy  Interstitial radiotherapy (brachytherapy), External beam radiotherapy, 
immobilisation, 3-D conformal and stereotactic radiotherapy (tomotherapy), 
Intensity modulated radiotherapy (IMRT) 

[103-105] 

Chemotherapy  Chemo drugs most commonly used in HNC are Cisplatin , Carboplatin, 5-
fluorouracil (5-FU), Docetaxel, Paclitaxel, Bleomycin, Methotrexate , 
Ifosfamide, Cyclophosphamide , Vinblastine, Vinorelbine, Doxorubicin . 

[106-108] 

Table 9: General treatment principles of HNC on the basis of clinical stages[[109, 110] 
 

For the SCC of all HN sites excluding nasopharynx For nasopharyngeal cancer 

Early SCC (T1-2 N0-
1) 

Advanced HN tumours (T3-4 
or N2-3) 

Tumor with distant 
metastases 

i)Radiotherapy(once or twice 
a day),  

 ii)Combined chemo-
radiotherapy either  prior to 
definitive treatment or  as 
adjuvant therapy 

iii)Adjuvant therapy 
following definitive therapy.  

i)Surgery 

ii)radiation 

i)Radiotherapy neck 
dissection 

ii)surgery  

 postoperative radiotherapy 

iii)chemoradiotherapy 
combine 

i)Chemotherapy 

ii)palliative radiotherapy 

Table 10: Possible side effects related to HNC treatment: [25, 111, 112] 
Side effects 

Radiotherapy Surgery Chemotherapy 
Xerostomia,Mucositis, Myelitis, 
osteoradionecrosis, Oropharyngeal 
candidiasis (OPC),  Dental caries, 
Periodontal disease, loss of appetite, 
trismus, radiation fibrosis, Stricture 
and Dysphagia, primary  
hypothyroidism  , Ocular Toxicity, 
Ototoxicity, Temporal lobe necrosis 
(TLN), weight and hair  loss, white 
spots in the mouth due to  thick 
saliva/less saliva. 

After surgery Patients experience 
problems while eating, breathing, 
and speaking. other risks associated 
with are infections, blood clots, 
wound breakdown. Lose of 
sensation. Dry mouths, permanent 
change in appearance, stiff neck are 
the long lasting effect of surgery. 

Fatigue, indolence, anemia, hair 
loss, soreness in mouth, nausea, 
vomiting, diarrhea,   memory  
problems, change in taste and 
patient become more susceptible to 
infection, stinging sensation due to 
nervous break . 
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8. Conclusion 

Head and neck cancers are most commonly referred 
to as squamous cell carcinomas because this diverse 
range of cancers are frequently appear in the lining of 
moist and mucosal surfaces of squamous cells within 
the mouth, nose and throat. This short review has 
summarized the types of HNC, major causative for 
this chronic disease, incidence rate in Pakistan, 
diagnostic tools, staging and different treatment 
options for this carcinoma. In addition, this review 
has also explained the potential side effects that 
results from treatment of HNC. 
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